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SINUS DISEASE. 
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NEW ORLEANS, LA. 

HE accessory sinuses communicate with the nose by 
small openings, those for the antrum, frontal sinus and 
anterior ethmoidal cells being situated in the middle meatus 
under the middle turbinate bone. A nasal inflammation or 
coryza, attendant upon any infectious disease, influenza, 
whooping cough, scarlet fever, etc., or an ordinary cold, 
may invade the sinuses direct or it may so congest the mucous 
membrane lining the canals or the adjacent parts, as to 
ocelude the openings and shut off normal drainage or ventil- 
ation and so eventuate in a sinusitis. Nature may wholly 
relieve this condition, after 2 mucopurulent discharge of 
longer or shorter duration, there may be a complete reséi- 
tutio ad integrum, or it may pass into the subacute or latent 
stage, when any additional cold or coryza from any cause 
would produce an acute attack or exacerbation. These acute 
attacks or exacerbations cause an increased secretion, pent 
up in the occluded bony cavity, the pressure on the delicate 
nerve endings causes the intense neuralgic pains localized at 
the cavity or often variously reflected about the head, on the 
same side, and they also cause passive orbital hyperemia or 
engorgement (Ziem’s theory, Uber Einschriinkung des Ge- 
sichtsfeldes bei Erkrankungen der Nase und ihre Nebenhohlen, 
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Berl. Klin, Wochenschrift, 1888, No. 37, und Deutsche 
med. Wochenschrift, 1889, No. 5), as the vessels draining 
the mucous membrane lining the nasal and pneumatic cavities, 
the vasa supraorbitalia, frontalia, ethmoidalia, and ophthal- 
mofacialia, drain principally into the vena ophthalmica. 
(Gurwitch, Uber die Anastomosen zwischen den Gesicht’s 
und Orbitalvenen, v. Graefe’s Archiv, Vol. XXIX, No. 4.) 
This passive orbital hyperemia could readily cause a venous 
stasis or an cedematous condition in the retina, chorioid, 
ciliary body, iris, ete., hence an iritis, papillitis, cyclitis, or 
in general terms a uveitis. 

Case No. I.—Lady, 37 years old, first visit November 
3rd, 1903. Patient compiained of poor vision in the left eye, 
which she first noticed about six weeks previously. Up to 
that time her vision had always been good; she had never 
had any trouble on the part of her eyes and had never worn 
glasses. Status presens R. E. normal, media, fundus, etce., 
with +.75 V.='/»; L. E. outward appearance normal, 
V.='/1, pupil reacts, no posterior synechize or evidence of 
an iritis. Under homatropine, punctate keratitis, fine fixed 
opacities and delicate strizw in the vitreous, a white patch, a 
little larger than the papilla, was situated near the macula 
lutea above and external to it. Papilla hypereemic and a 
general cedematous condition of the fundus. Several months 
before she had had the grippe and since then she suffered 
from occasional attacks of dizziness, photophobia, inability 
at times to use her eyes for near work, though there were 
intervals when close application caused no discomfort. She 
frequently had sharp, shooting pains in and about the eyes 
and in the orbital region, and a dull, heavy, nearly constant 
pain or full feeling in the forehead, aggravated by leaning 
forward, and which was regularly very marked at each men- 
strual period, though previous to the attack of the grippe, 
she had not suffered with headache at that time. This 
history is very suggestive of an inflammation of the frontal 
sinus; the attacks of photophobia and accommodative failure, 
due to a paretic sphincter iridis and ciliary muscle, with 
intervals of complete relief from these symptoms, the oc- 
casional vertigo and the pains in and about the eyes and the 
heavy feeling in the forehead, worse on leaning forward, and 
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with its regular aggravation at the menstrual period, all of 
which were sequele of the grippe, a frequent etiological 
factor of sinusitis, all pointed to an acute inflammation of an 
accessory sinus, consequent to the grippe, which had devel- 
oped into a subacute or latent condition with occasional ex- 
acerbations. Pressure on the lower wall of the frontal sinus, 
well back in the orbit, revealed marked tenderness. The 
middle turbinate was swollen, red and sensitive to the touch 
of the probe, even after cocainization. No discharge or his- 
tory of a discharge. Diagnosis, uveitis due to frontal sinu- 
sitis. After cocainizing the middle meatus, the fronto-nasal 
canal was probed, rough or necrosed bone was felt with the 
tip of my probe. The next day a polyp was removed from 
the middle meatus. Patient was put on small doses of 
potassium iodide. In order to insure permanent drainage of 
the cavity, the anterior end of the middle turbinate was 

umputated and the sinus syringed a few times, obtaining a 

purulent discharge, and on the establishment of free drain- 

age, the pains, feeling of pressure and fullness in the head, 
dizziness, ete., disappeared There was no marked change in 
the vision; the patient said, however, she could see better. 

She returned to her home in the country and reported again 

in January. The cavity was still discharging; she said it 

sviled her handkerchiefs, and there had been no return of 
the old distressing symptoms. V. was ‘/,», no keratitis 
punctata or oedema of the fundus and the fine opacities in 

the vitreous were not so abundant. In April she reported a 

slight, almost continual discharge of whitish secretion from 

the left nostril, but now and then it had ceased when there 
bad been a return of the frontal pains, asthenopia, etc., 
which disappeared immediately on the return of the dis- 
charge. The patient had noticed the coincidence—complete 
relief while there was a nasal discharge. Once the cessation 
ty occurred at the menstrual period when the frontal pains were 
severe, the only time she had suffered at that period since 
treatment of the frontal sinus. : 

‘ Case No. II.—Man, age 23, came May 4th, 1904, com- 
plaining of dim vision in the left eye, first noticed three or 
four weeks previously. He had visited an eye, ear, nose and 
throat hospital where ‘‘drops’’ that dilated the pupil had 
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been instilled, medicine prescribed to be taken three times a 
day, probably potassium iodide, and he was told to return in 
two weeks. The patient lived in the country. 

The left eye appeared normal in outward appearance, there 
being no marked ciliary or conjunctival injection. Punctate 
deposits on posterior layer of cornea; pupil fully dilated, no 
posterior synechi; lens clear; fine strive and fixed opacities 
in the vitreous, papilla redder than normal, and a general 
cedematous condition of the fundus. V. '/%, not improved 
by any lenses. No astigmatism. There was no redness or 
cedema or pain in the surrounding parts. Right eye normal. 
No history of syphilis, rheumatism, or any severe illness. 
The fact that this was unilateral and there was no constitu- 
tional ailment would indicate that the trouble was purely 
local. About three weeks before he had had a severe cold, 
when he suffered with pain in his forehead. On being asked 
where the pain was located, he indicated the upper, inner 
orbital angle, left side, and said the pain had been deep down 
in the bone. Pressure well back on the superior orbital wall, 
under the frontal sinus, revealed some tenderness. Nasal 
examination showed a hyperemic condition in the upper 
passages and the middle turbinate was swollen and soggy. 
No nasal secretion. Diagnosis: uveitis, probably due to 
frontal sinusitis. The middle meatus was cocainized, the 
fronto-nasal canal entered first with a probe, then with a fine 
silver canula and some water injected into the sinus. The 
following day there was a serous secretion in the middle 
metus. He was treated as before, but I did not see the 
patient for two or three days, as I was taken ill myself. He 
called at my residence and said he could see better with his 
left eye, but I took into consideration the fact that the effect 
of the atropine was passing away, and made due allowance for 
the patient’s anxiety to see. As I was satisfied that the sinus 
had been reached and was discharging, the patient was 
allowed to go home with instructions to return at once if 
there was another acute attack. In about a week I sent for 
him and he came immediately. He reported that he could 
see a great deal better; said he could tell the time by his 
watch. His vision was '/,, under homatropine, with+ .38Ds, 
it was the same. There was no; punctate keratitis, every 
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spot had disappeared; in the vitreous there were still a few 
minute opacities, but the delicate strize were almost entirely 
gone. The fundus was normal in appearance, with the ex- 
ception of two minute white streaks or lines, one above the 
macula not close enough to effect central vision, but the 
other extended from near the papilla directly through the 
macular region. 

The pathological condition in this patient’s eye had existed 
three or four weeks previous to the time of his first visit. He 
had had his cold, a common cause of frontal sinusitis, and 
the accompanying pains six weeks, and he had noted the 
dimness of vision three weeks previously. I think that the 
result would have been a much better one had he received the 
treatment sooner; the formation of the white streak, affect- 
ing the central vision, might have been prevented. 

This patient did not have the severe frontal pain, last- 
ing for days, that generally accompanies sinusitus; but pro- 
nounced pain is not a sine gua non by any means. In several 
of my cases of sinusitis this symptom was not prominent 
and it was only obtained by questioning the patient. There 
may be nothing more than a heavy dull feeling in the fore- 
head, and then some patients will not admit that there is any 
pain. Martin (Bull. et mémoires de la Société Francaise 
d’Ophtalmologie, 1894, p. 157) reported a case of lid 
cedema, chemosis, orbital abscess with displacement of the 
globe and V. reduced to ability to count fingers at one metre 
distance, due to frontal empyema. ‘*Visual affections in 
cases of frontal sinusitis, but little studied as yet, are very 
‘are, and are found only in the presence of an orbital tumor.”’ 
(A review of the literature would have shown the error of 
the last statement.) The most noteworthy observation, how- 
ever, that M. makes is the following: ‘‘A case of frontal 
sinusitis may exist without either local pain or appreciable 
muco-purulent (nasal) flow. In the absence of these two 
symptoms, considered constant by all clissical authors, I was 
led to make an error in diagnosis, committed, however, by 
all the members of the society as well who had seen the case.”’ 
(The patient had been presented to the society for diagnosis 
some time previously. ) 

The diagnosis of sinusitis in this case was determined by 
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the pain in the frontal region at the time of his cold, which 
preceeded the failure of vision, and the unilateral orbital as 
well as nasal hyperemia, the former shown by the cedematous 
condition of the fundus, the reddened disc, indicating chori- 
oidal hyperemia, and the cyclitis, evidenced by the punctate 
spots on the cornea; and ciliary involvement itself, ciliary 
paresis, is a very frequent and characteristic symptom of 
sinusitis. Moreover, the result obtained by the treatment is 
further. evidence, and I think that that was due to draining 
the sinus, which removed the cause of the orbital hyperemia, 
rather than to the few (to be exact, six) ounces of interna 
medication taken. 

Case No. III.—Mr. C., age 51; first visit June 16th, 1904. 
Patient is a well preserved man with no history of constitu- 
tional trouble. Left eye, myopic and divergent since child- 
hood; hus but slight vision, moving hand noticed only in 
right field, but fingers not counted. Patient sees clouds and 
specks continually moving across the field, due to many float- 
ing opacities in the vitreous. Right eye, outwardly normal 
in appearance; cornea clear; pupil a trifle enlarged and con- 
tracting but little to light; few pigment spots on anterior 
capsule from an old iritis. No opacities in the lens or vitreous. 
The furdus showed a disseminated chorioiditis and retinitis 
with fine pigment deposits, no heapings, scattered here 
and there throughout the fundus, more abundant in the 
periphery, resembling a retinitis pigmentosa. Several minute 
stellate spots of pigment concealed the contracted retinal 
vessels, showing it to be retinal pigment. In the macular 
region there was a white patch the size of the papilla and 
several yellowish dirty spots. The chorioidal vessels and the 
intervascular pigment spaces were very distinct throughout 
the fundus, in the macular region especially the vessels were 
nearly white and very plain against the pigmented background. 
Puapilla pale. The field showed an absolute central scotoma 
and slight concentric contraction for white. Patient said 
that although the vi-~ion of the left eye had always been poor, 
still everything had been clear, there had been no shadows 
crossing before the eye, and the vision of the right eye had 
always been good until 1898, when he had a severe attack of 
the grippe, during which both eyes were very greatly inflamed, 
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‘‘looked like raw beef,’’ and he suffered frightfully for sev- 
eral weeks with frontal pain. He was treated by an oculist 
who used packs, leeches, etc., and who told him the pain was 
caused by the inflamed condition of his eyes. Patient said 
that the pain in his forehead was that excruciating that he 
thought he would go mad. After the acute attack subsided, 
in addition to his poor vision, he still suffered with ocular 
and orbital pains which at times were very severe. He was 
treated by an oculist for a year without either visual improve- 
ment or relief from the frontal pain. Two years ago or more 
he consulted another oculist, and was also examined by a 
rhinologist about the same time, who made a negative 
report. Patient said the rhinologist told him that he did not 
find anything in his nose. Later on he tried the X-ray treat- 
ment, but without relief, and he now wants to know if any- 
thing can be done to help his vision and relieve him of the 
attacks of frontal neuralgia and continual feeling of fullness 
and pressure in his forehead. 

As the above history was very suggestive of sinusitis, I 
exumined his right nostril which appeared normal, save the 
middle turbinate which was engorged; on its external wall, 
towards the middle meatus, there was granulation tissue, 
and in the meatus itself granulation tissue and what appeared 
to be small polypi. On exploring the metus with the probe 
there was a feeling of soft movable tissue which bled very 
easily. There was no nasal secretion. Diagnosis: Right 
eye, an old choroiditis, retinitis and iritis; left eye, an in- 
flammatory process, similar to that in the right, and resulting 
in liquefaction of the vitreous, both probably due to an acute 
inflammation of an accessory sinus caused by the grippe in 
1898, the subsequent pain and feeling of pressure and fullness 
in tLe head due to exacerbations of the latent sinusitis. I 
probed the right fronto-nasal canal. The next visit, four 
days later, the patient volunteered the information that on the 
right side he was relieved from the old feeling of pressure or 
fullness, there was no pain, there was a marked contrast 
between the the right and left side, ‘‘the feeling of embarrass- 
ment was relieved,’’ and that he had been blowing a white 
discharge from his right nostril. Examination showed a 
muco-purulent secretion coming from the right middle meatus, 
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from which I removed two small polypi, which, in this location, 
Griinwald (Die Lehre von den Naseneiterungen, p. 80, 1896, 
Miinchen) considers to be pathognomonic of an inflamma- 
tion of an accessory sinus. 

Patient was told not to expect any improvement in vision 
from treatment but that it might relieve him of his frontal 
neuralgia. The left frontal sinus was treated with the same 
result. The patient called but once or twice more, as I again 
told him not to expect any improvement in vision. On 
August 18, about two months after he received the treatment 
of the sinuses, he called and reported relief from the old 
neuralgic pains. 

The following case, although it is but a typical one of 
severe irido-cyclitis, is unique, as I am satisfied after a thor- 
ough search of Nagel’s Year Book of Ophthalmology that a 
similar case has never been published. 

Case IV.—Mr. G., age 27, first visit June 9th, 1904. A 
week previous his left eye felt as though there was something 
in it and the following day it became red and pained him. 
Some local treatment had been used, but the eye became 
more inflamed. There was dimness of vision, photophobia, 
and the pain, both in the ball and bone over the eye, became 
much worse. History good. Examination: Slight oedema 
of both lids, lacrimation, severe episcleral injection, iris 
darker than the other and sluggish in reaction, no synechiz. 
Under homatropine, keratitis punctata on lower half of 
cornea; lens and vitreous clear, and no fundus changes 
noticeable, save a hyperemic papilla. Severe pain in and 
about the ball and in the frontal bone. Pressure under the 
lower sinus wall painful. The nasal examination showed the 
lower and middle turbinates hyperemic. No nasal secretion, 
past or present. Patient was myopic in each eye. V. with 
correction, R. eye L. eye Diagnosis: Irido- 
eyclitis; and although the nasal examination was practically 
negative and the severe trigeminal pains were but character- 
istic of an iritis, and although the case of iritis due to a frontal 
sinusitis published by Ziem (Iritis bei Eiterung der Nase und 
ihrer Nebenhoéhlen, Zentralblatt f. Augenheilkunde, 1887, p. 
358) was questioned by Kuhnt (see further on), still I looked 
upon an acute frontal sinusitis as the probable etiology and 
treated the case accordingly. 
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I probed and syringed the fronto-nasal canal, which was 
more difficult than in the average case, owing to the unfavor- 
able formation of the parts. No immediate discharge from 
the sinus was obtained, and during the following three or 
four days I treated the middle meatus and syringed the cavity 
once or twice again. The patient’s condition, however, grew 
much worse; the constant frontal and temporal pain became 
excruciating and in addition there were sharp, shooting pains in 
the ear, teeth and various places in the head, on the same side. 
His sufferings prevented sleep entirely. Punctate keratitis 
more pronounced, the larger concrete spots being more 
abundant and a fine precipitate or haziness extending over 
nearly the entire cornea, with corresponding failure of vision. 
The patient remarked once or twice: ‘I don’t see as well as 
I did yesterday.’’ The vision was taken, but my notes were 
mislaid. Iritic adhesions appeared which yielded to a 
stronger solution of atropine. Ithen ordered K. I., packs 
and daily sweats, and considered more radical measures, as 
removal of the middle turbinate to facilitate drainage, or an 
external operation. But as the post-operative intra-nasal 
congestion sometimes temporarily aggravates the condition, 
and as the acute attacks of frontal sinusitis generally yield 
to syringing, I decided to wait a day or two longer, when a 
profuse muco-purulent secretion appeared in the left nostril, 
and with it immediate relief from the excruciating pains, 
which did not return. Auxiliary treatment discontinued. 
The eye rapidly improved, the cedema and conjunctival injec- 
tion disappeared almost immediately; the ciliary injection 
persisted for several days longer. 

Careful examination on the 20th failed to reveal any 
punctate spots on the cornea; only a fine haziness remaining 
in places, and vision improved to '/;), slowly. On the 24th, 
the fifteenth day after the first visit, the patient was dis- 
missed. No haziness whatever of the cornea could be de- 
tected; there was but a trace of ciliary injection; the iris 
was the same color as the other, and vision equalled '/,), one 
letter missed. The patient was seen on the 27th. The 
ciliary injection had disappeared, and the eye presented a 
normal appearance. 

Case No. V.—Young lady, age 18; first visit September 
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4th, 1903. Using+.75 D. s. for near work, prescribed six 
months before by an oculist. Suffers from asthenopia; can- 
not use her eyes for near work, and lately her distant vision 
had not been good. Marginal blepharitis and conjunctival in- 
jection, worse on left side. Under atropine she was hyperopic 
1. D. in each eye, and weak convex lenses were ordered and, 
as they were not accepted, homatropine was instilled two 
different times; but she still refused to accept even a-+.38 
D.s. The latter part of October she complained for a few 
days of asthenopia, photophobia, ete. Pressure under and 
over the left frontal sinus painful; occasional epistaxis, 
especially when she hada cold. Patient had long suffered 
with attacks of neuralgia and asthenopia, very apt to be 
induced by a cold. Has often walked the floor at night on 
account of intense pain. These ‘‘headaches’’ of the patient 
were generally on the left side about the frontal region and 
occasionally there was pain in the ear, teeth and different 
parts supplied by the trigeminal. These attacks were often 
accompanied by epistaxis and cedema under the left lower 
lid. One attack of migraine was so severe she was confined 
to her bed for several days; the least jar, as she walked 
across the room, caused excruciating pain. She had been 
treated by a rhinologist for catarrh after removal of adenoids. 
Both turbinates left side engorged, the middle one especially 
so. I told the patient her eye symptoms and neuralgia were 
due to a latent or subacute sinusitis with exacerbations, but 
she would not undergo treatment. 

From October to June she had several aggravations; in 
one her record shows asthenopia, epistaxis, pressure test very 
painful, dull frontal pain left side. Near point R. 20 em., 
L. 35 cm., which taken at a later date was 12 cm. for each 
eye. On another visit, in addition to the above symptoms, 
she had, with a near point R..10 em., L. 22 em., shooting 
pains in the left eyeball, anisocoria, the left pupil larger, 
sluggish and not contracting fully to light and accommoda- 
tion, and cedema under the left lid. In March she suffered 
so severely that she finally consented to be treated; so the 
left frontal sinus was probed and syringed (March 18th). 
She did not return until six weeks later, on May 2nd. She 
had had no trouble since the treatmeut, and she had been 
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able to read and sew with comfort; but she had taken cold, 
which caused another attack. R. eye near point 13 cm., 
V. "/o; L. eye near point 30 em., V. °/i, with +.50 D.s. 
but ‘‘blurred.”’ Asthenopia, sluggish pupil, ete. 
Treatment followed by relief. 

July 6th, she called again, suffering with another severe 
attack; intense pain in and behind the eye, about the frontal 
bone, in the ear, teeth and face generally, on left side; pain 
so intense as to prevent sleep. Cdema under the lid, con- 
junctival injection, sluggish pupil with marked anisocoria to 
light and accommodation; near point 32 em., V. °/j, which 
was not improved by either plus or minus glasses. Patient 
said the vision of the left eye was very dim, ‘like a veil before 
my eye.’’ I probed and syringed the left sinus. Following 
day much less pain, pupil nearly normal in reaction, though 
slight anisocoria still present to light and accommodation. 
Under homatropine, vision, no noticeable change, and no 
change inthe fundus further than a hyperemic papilla, could 
be detected. The sinus was treated on the following visit, 
and two or three days later every symptom had disappeared 
and her vision and punctum proximum were again normal. 


This was the worst attack she had ever had, as far as the 


visual acuity was concerned. 

In this case, the marked loss of vision I consider was due 
to a hyperemic condition of the fundus, which was not pro- 
nounced enough for me to detect with my ophthalmoscope, 
but which was evidenced by the reddened disc, the sign of 
choroidal hyperemia. This slight eedemous condition of the 
fundus, engorgement of the ciliary (shown by the recession 
of the punctum proximum) and of the iris (anioscoria), the 
conjunctival injection and cedema of the lid were all caused 
by the frontal sinusitis, a beautiful demonstration of Ziem’s 
theory of a passive orbital hyperaemia. 

Case No. VI.—Lady, age 38, to whom I had given hy- 
peropic glasses several months before, complained of occas- 
ional attacks of asthenopia, with pain and congestion, worse 
in the left eye, to which she had been subject for several 
years. One oculist attributed them to malaria, and a second 
to improper glasses, which, however, he did not change when 
the acute attack subsided. On March 3rd she reported that 
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two nights before she had suffered from an excruciating pain 
in the left eye and forehead, and since then the vision was 
poor in that eye. Examination: R. eye, normal; L. eye, 
conjunctival injection, cornea clear, pupil sluggish in reaction, 
no increase in tension noticeable; V.'/,, not improved by 
lenses; accommodation affected, as large print could not be 
read nearer than 50 em. Ophthalmoscopic examination 
under homatropine: the most painstaking search with the 
suitable plus lenses failed to reveal any punctate keratitis 
or opacities in the vitreous. All media clear, giving a distinct 
view of the fundus, which was normal and showed the natura; 
red color throughout, save a dark grayish slate-colored spot, 
about four papilla diameters in extent, oval in shape, and 
extending forward from near the macular region. The 
borders were not sharply outlined but faded away into the 
normal red color of the fundus. Crossing this dark mass, 
the retinal vessels were very distinct with a plus 4 lens, but 
the choroidal vessels, visible elsewhere, were concealed by 
it. No trace of hemorrhage. As this was clearly a serous 
exudate lifting up the retina, it was not considered necessary 
to take the field in order to determine the diagnosis. Excur- 
sions normal. No cedema about the lids on either side. 
There was pain in the ball and in the bone over the left eye 
and tenderness to pressure over and under the frontal sinus. 
There was no nasal secretion, but the middle turbinate was 
swollen. Diagnosis: uveitis with subretinal exudate due to 
an inflammation of the frontal sinus, i. e., an exacerbation 
of a chronic condition. After anesthetizing the middle 
meatus the fronto-nasal canal was probed. The following 
day, no change in symptoms, vision, pain, exudate, etc.; so 
after probing, a fine silver canula was inserted and some water 
injected into the sinus. The next day the patient reported 
complete relief from pain in the eye and orbital bones, and 
her V.='/2, slowly. Considerable yellowish nasal discharge 
on left side for the past twenty-four hours, and exammation 
showed that it came from the middle meatus, into which the 
fronto-nasal canal drains. Three days later she called again. 
The conjunctiva had entirely cleared up; the fundus had its 
normal red color throughout; the grayish exudate was en- 
tirely absorbed; the choroidal vessels which had been hidden 
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by the exudate were visible; vision was better than '/j, and 
the accommodation range normal. 

This case of choroidal exudate and incipient iritis and 
cyclitis (hyperemic condition), accommodative loss showing 
ciliary involvement, received absolutely no other treatment, 
internal or otherwise—nothing was done except draining the 
frontal sinus. ‘The patient informs me that she now uses her 
eyes with comparative comfort; that there has been no re- 
turn (November 20th) of the former attacks of ocular con- 
gestion, though she has been inconvenienced occasionally by 
close application. A single drainage in chronic sinusitus is 
not expected to cure, but it did relieve the exacerbation and 
resultant ocular symptoms. 

This case is interesting, as it is the first one reported of 
retinal detachment cured by treating an accessory sinus. 
Only two other cases of detachment with similar etiology 
have been published, one by Kuhnt (Uber die entziindlichen 
Erkrankungen der Stirnhéhlen und ihre Folgezustiinde, 
Wiesbaden, 1895, Case XVII, discussion, p. 120) of unilateral 
frontal sinusitis, with uveitis, opacities in the vitreous, 
retinal detachment and a great loss of vision, on same side, 
in a syphilitic patient. After the subsidence of the stormy 
symptoms (of the sinusitis), the opacities and detachment 
persisted with nearly total blindness; vision equaled fingers 
counted at one metre distance in the lower half only of the 
visual field. Although the vision was previously good and 
the nearly total loss was sudden and followed closely on the 
acute attack of sinusitis (frontal pain, oedema of the lid, 
ptosis, ete.), still he looked on the acute sinus attack only 
as a possible causal factor, considering the uveitis, detach- 
ment, etc., to be due to the transference to the uveal tract of 
infected matter from the sinus, rather than to a venous stasis, 
although the lid edema and subretinal serous exudate indi- 
cated a local circulatory disturbance. The second case was 
published by Broeckaert ( Révue de Laryngologie, 1901, p.14). 
Woman, 62 years old, with a chronic ethmoido-frontal 
empyema. lL. eye: cornea, pupil and iris normal. Fundus 
very obscure, owing to abundant moving opacities in the 
vitreous. Severe pain in the head. No syphilis or renal 
trouble. R. eye normal. Patient was given K. I. mere. 
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inunct. and rest; but the condition became much worse, the 
media less transparent and vision further reduced, fingers at 
20cm. Difficult nasal breathing directed attention to the 
nose, and examination revealed the middle meatus full of 
polypi and fungus masses bathed in pus. For the past two 
years there had been an occassional foul discharge. After 
removing these masses from the middle meatus, pus was seen 
coming from the frontal and ethmoidal sinuses. Soon after, 
the vision improved, the media became clearer and retinal 
detachment could be diagnosticated in the inferior part of the 
fundus. Radical operation (Luc) of the frontal and eth- 
moidal cells, and later on another ethmoidal cell was opened. 
The pus discharge from the cavity ceased, the media cleared 
up, but the detachment persisted. The vision improved to 
normal in the upper part only of the retina. Lower half 
amaurotic. 

Wessely (Berl. Ophthal. Soc., March, 1904, Ophthal. 
Record, p. 380) from results obtained in producing artificial 
detachment, comes to the conclusion that exudate from the 
choroid may, after all, be the only cause of idiopathic 
detachment of the retina; and the very interesting paper of 
Mme. Dr. Gourfein-Welt, ‘‘De la pathogénie du décollement 
rétinien dans la rétinite albuminurique’’ (Ire. Livraison du 
Recueil des Travaux, p. 33), at the recent International 
Congress, substantiates the choroidal exudate hypothesis. I 
quote one of her conclusions: ‘In detachment in albumin- 
uric retinitis the homogenous subretinal exudate comes from 
the choroid and is nothing more or less than a hydropic 
accumulation behind the retina identical with cedema in any 
other organ.”’ 

A seventh case of internal eye disease due to a frontal 
sinusitis will be published later; abundant opacities in the 
vitreous and marked and rapid reduction of the vision, less 
than '/, weeks before. One week after syringing the cav- 
ity the vision improved to '/,, with resumption of the daily 
occupation, and three weeks later ability to read the paper 
‘*as good us ever.”’ 

Uveal tract inflammation resulting from sinus disease was 
first demonstrated by Ziem ( Centralbit. f. prakt. Augenhlk., 
1889, p. 358; Berl. Alin. Wochensch, 1890, No. 36, p. 819; 
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Wiener Klin. Wochenschrift, 1892, Nr. 29, p. 418; and 
Annales des Maladies de l Oreille, 1893, Nr. 1), and later on 
our knowledge of this subject was added to by Kuhnt. While 
Ziem believes in a direct causal relation between the two, 
Kuhnt will only admit its possibility or at most regards sinus 
disease only as a predisposing factor, favorable to the devel- 
opment of uveitis. Although he often saw the two coexist, 
and the ocular lesions improve on treatment of the affected 
vavity, and although he says (p. 112) **I am satisfied that 
they (internal diseases) are caused by inflammatory condi- 
tions of the nose and sinuses much oftener than is generally 
supposed, but oftener by far, however, are the predisposing 
conditions, not only for the induction of these diseases but 
also the reason of their chronicity, brought about by a pas- 
sive hyperemia, in regard to which I fully agree with the 
views of Ziem,”’ still he does not unreservedly grant the re- 
lation of cause and effect, as witness the following quotations, 
(p. 116): ‘I have never seen a case of simple cyclitis, 
presenting the typical symptoms and course, due solely to an 
empyema of the frontal or the other pneumatic cavities.’’ 
‘*The proof of an actual relation, and that only, and not a 
mere coincidence, the two diseases resulting from the same 
suuse, could not be established with certainty.’’ He also 
holds the same views in regard to choroiditis. Hajek ( Path- 
ologie und Therapie der Entziindlichen Erkrankungen der 
Nebenhéhlen der Nase, Leipzig, 1903, p. 317) states that 
Kuhnt never saw a case of iritis, for instance, definitely cured 
by treatment of the sinusitis, and in Ziem’s case, where 
such a cure is claimed he (Kuhnt, p. 112) questions it on 
three grounds, viz., the uncertainty of the diagnosis of 
frontal sinusitis, the fact of the patient having gonorrhoea 
which could have caused both the iritis and sinusitis, and 
finally, that the therapy used, besides the cleansing of the 
cavity (packs, sweats and jaborandi) was itself capable of 
curing the iritis. 

Anticipating the second objection, Ziem states in the case 
history that the patient had been free from gonorrhoea for 
several years and refers to Jacobson who says in regard to 
iritis gonorrhoica (Beziehungen der Veriinderungen und 
Krankheiten des Sehorgans zu Allgemeinleiden und Organer- 
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krankungen, Leipsig, 1885, p. 84), ‘*both eyes, one after 
the other, are always affected, relapses are frequent, and it 
is always accompanied by an arthritis gonorrhoica,’’ which 
symptoms, Ziem says, were absent in his case. None of these 
objections, however, can be made in my case No. IV, as there 
was no infection of any kind. The diagnosis cannot be 
questioned—intense pain, the frontal bone over the sinus 
exquisitely sensititive to the slightest touch, the edema of 
the lids, the conjunctival and ciliary injection and the profuse 
typical nasal discharge, which, when once established, gave 
immediate freedom from the severe symptoms, followed by 
gradual relief of the others; and as to the part taken in the 
cure of the iritis by the additional therapeutic measures— 
packs, sweats, atropine and potassium iodide—I think it was 
insignificant in comparison to the drainage of the sinus; and 
this auxiliary treatment, a thorough depletion, besides a 
possible beneficial effect on the iritis itself, is, next to prob- 
ing and syringing, the mode of treatment best adapted to 
establish the drainage of the cavity. These remedies, with 
the exception of the atropine, were not employed early, not 
until I failed to establish an immediate flow, and they prob- 
ably would not have been used-at all if I had been successful. 
But had I succeeded in opening the canal at once, before the 
appearance of the synechiae, the positive evidence of the 
iritis, the diagnosis of iritis could have been questioned. It 
is true the iris was darker in color and sluggish, 2s in Cases 
V and VI, but earlier drainage of the sinus would doubtless 
have aborted the inflammatory condition in the iris, as I think 
it did in the other two cases, it would not have gone on to 
the formation of synechiae. Viewing this case wholly from 
the standpoint of cause and effect, I consider it to be 
practically identical with the other two, a uveal tract affec- 
tion due to venous stasis caused by frontal sinusitis and 
cured by drainage. 

Many cases of internal eye disease in connection with sinu- 
sitis have been reported, the majority of them described in 
an able monograph by Eversbush (Graefe-Saemisch Hand- 
buch der ges. Augenheilk., T. II, B. IX, K. XVI). The 
earliest recorded case is by Welge in 1786 (cited by Berger 
and Tyrman, Die Krankheiten der Keilbein-Héhle und des 
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Siebbein-Labyrinthes und ihre Beziehungen zu Erkrankungen 
des Sehorganes, Wiesbaden, 1886, p. 18). Other cases have 
have been published by Bethune ( Boston Med. Surg. Jour., 
1850, p. 179), Ressel ( Allgem. Wiener med. Zeitung, 1860, 8 
and 10), Richet (Thése Sautereau. Etude sur les tumeurs 
de la glande lacrymale, Paris, 1870, p. 68), Horner (/v/in. 


Monatsblt. f. Augenheilk., Feb. 1863), Rouge ( Union méd., 
. XIII, p. 163), McNaughton Jones (Dublin Jour. of "Med. | 


1874, p. 82), Russell (.Wedical Times and Gazette, June, 
o 1878, p. 614), Knapp (Archiv f. Augenheilk., 1880, p. 448), 
Huguenin ( Correspondenzbl. f. Schweizer Aerzte, 1882, p. 
103), Borthen ( Graefes Archiv f. Opthal., B. XXXI, H. 
IV, p. 241), Redtenbacher ( Wiener med. Blitter, 1892, p. 
200), Raymond ( Bull. Soc. Anat., 1885, p. 226), Demarquay 
(cited by Mackenzie, Diseases of the Throat and Nose, 1884), 
Snellen (Ref. in Centralblt. f. Laryn. hin. und verw. 
Wissenschaften, 1894-95, IL, p. 335), de Lapersonne ( Presse. 
méd., Mai, 1898), Fliese ( Wiener hlin. Rundschau., 1895, 
p. 65), Hoffmann ( Verhandl. d. Deutsch. Otol. Gesel., V1, 
Vers. 1897), Coppez and Lor (La presse méd. Belg., 1900, 
No. 1), Bourgeois ( Ophth. Alin., 1900, 18 and 19), Mann 
( Verhandl, d. Deutsch. Otol. Gesel., 10 Vers. 1901, p. 199), 
Halstead (Am. Laryn. Rhin. and Otol. Soc., 1901, p. 61), 
Kuhnt (/. ¢., p. 141), Guttmann ( Centralblt. f. Augenheilk., 
1899, p. 299), Panas (Archiv. d’ Ophthal., X, Jan., Feb., 
? 1890, p. 251), Trantas (Archiv. d@ Ophthal., 18938, p. 358), 
Fromaget (Annal. des maladies de Uorielle et du larynx, 
1894, p. 871), Coppez and de Lautsheere ( Ophth. Nlin., 
1902, No. 23), Axenfeld ( Deutsch. med. Wochensch., 1902, 
| p- 715), Brandt (Jn. Diss. Freiburg, 1902), Griining 
(Trans. Am. Med. Assoc., 1903, p. 175), Nordquist and 
| Pihl (Ref. in Hygiea, Dec., 1901), Collins and Eymeri ( Anal. 
d’oculist., CX XIII, p. 361), Nieden (Archiv. f. Augenheilk., 
B. XVI, 1886, p. 381), Hajek (/. ¢., p. 241), Polyak 
(Frankel’s Archiv f. Laryn. u. Ithin., 1904, p. 340), 
Calderaro (La Clinica Oculist, 1903, p. 1161 (?) ). 
All of these cases, however, are very different in their 
clinical course from the above described cases. Without 
exception, they present one or more of the classical symptoms 
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of an empyema, as perforation of a cavity wall with fistula, 

orbital abscess or cerebral complication according to the loca- 

tion of the perforation, orbital tumor, exophthalmus, great 

cedema, polypi and pussy secretion by nasal examination, etc. 
One word in regard to Ziem’s theory of a passive orbital 

venous stasis. The reason I prefer his hypothesis to that of 

an absorption of infected matter from the cavity, is the fact 

that we get quick relief from the symptoms on draining the 

sinus. I have seen evidences of this venous stasis disappear, | 

in some cases within twenty-four hours, in others in the 

course of three or four days, when present in the form of 

an cedema in the lids and neighboring parts, conjunctival 

injection, a chemosis, enlarged ciliary veins, sluggish pupil, 

engorged ciliary body, reddened disc, a general cedematous 

condition of the fundus, a subretinal exudate and a cellulitis 

with exophthalmus. An inflammation within or about the 

globe, due to the absorption of toxins from a neighboring 

cavity, would not so readily and quickly vanish. Apropos 

is acase I published in The New York and Philadelphia 

Medical Journal, February 27, 1904. A young man, emme- 

tropic with double frontal empyema of two years standing, 

whose sinuses I was washing out every day, complained one 

morning of pain in the left eye following near work. The 

# lower lid and tissues under it, normal the day before, were 

- red and cedematous. He was positive that this was the first 

; appearance of either the asthenopia or edema. Nasal examin- 

ation revealed the hitherto constant and visible stream of 

3 pus absent on the left side. A thickened clot had dammed | 

up the fronto-nasal canal. The secretion, shut up but a few 

hours, had caused venous stasis and an accommodation paresis. 


E Re-establishment of the flow by syringing the cavity resulted 
aa in immediate relief of all the symptoms as reported at the : 
next visit. 
: There are several points worthy of notice in the above six 
cases. 
(1) The negative history of the patients, the absence of 


any and all constitutional trouble or toxic diseases that are 
usually sought for when trying to determine the etiology in 
these obscure cases. With the exception of an occasional 


rheumatic attack, complained of by one of them, they were 
( 
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all strong, healthy individuals, and the real cause of the 
intra-ocular involvement in every case was a simple mechan- 
ical condition, the damming up or closure of the fronto-nasal 
“anal. The question arises, if these patients had been syph- 
ilitic, rheumatic or gouty, would the etiology have been 
determined? Furthermore, in my opinion an unrecognized 
sinusitis is the real cause of the ocular lesion in a certain 
proportion of the cases attributed to syphilis, as the latter 
is acknowledged by all writers to be a frequent xtiological 
factor of sinus disease. 

(2) The presence of a sinusitis, where (a) severe, con- 
stant pain, considered a sine qua non, was absent (cases I and 
II), and where (b) the nasal examination in each one of the 
above cases, unless made with the greatest care, would have 
been negative as far as a sinusitis was concerned, the classical 
symptoms were wanting. In not one of them was there a 
nasal secretion. Cases with negative nasal examination have 
been reported by Farlow (Am. Laryn. Assoc., 1898), Brandt 
(/. c., ease VII, p. 46), Axenfeld Monatsbl. f. Augenheilk, 
1904), Schmiegelow (Archiv f. Laryn. u. Rhin., 1904, 
p. 267), and others. Asa striking illustration I will briefly 
cite the following case. Young man, age 24, who had used 
with comfort the constant convex glasses I had given him a 
year before, and with which each P. P. was 12 to 13 em., 
complained a few months ago of photophobia, asthenopia and 
‘red eye,’ for the preceding ten days. The pupils were 
sluggish, inability to use his eyes for near work indicated 
an accommodation paresis, and the bulbar, and especially the 
palpebral conjunctiva, was chemotic; it did not look like an 
ordinary catarrhal inflammation, there was no secretion but 
rather a dry, hot appearance, resembling raw beef, a puffy, 
velvety look or condition in which the individual capillaries 
could not be distinguished. Astringents and protargol were 
used daily for a week or more without result. I thought 
possibly that the cedematous condition might be due to a 
sinusitis, and two or three times I made pressure and percus- 
sion under and over the frontal sinuses, but with absolutely 
negative results. On one occasion I examined his nose, 
without applying any astringent, and found each middle 
turbinate, as well as the entire upper passage, plainly visible 
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and perfectly normal in appearance, so I did not even touch 
the parts. Furthermore, he did not have the dull; heavy 
feeling in his head, so often present. Same treatment con- 
tinued. Three or four days later he said he had the pains I 
had been looking for, but I told him it was only suggestion, 
but on slight percussion or pressure over the sinuses there 
was marked tenderness, and syringing them brought a pro- 
fuse muco-purulent secretion. In three days the chemosis 
was gone and soon after the other symptoms disappeared 
also. 

(3) The affection of the pupil and accommodation. 
These symptoms are common in sinus patients. Accommo- 
dation paresis especially is an early and almost constant 
symptom of latent sinusitis. Ziem ( Berlin hlin. Wochenschr., 
1889, p. 833) and Caldwell (V. Y. Med. Journal, 1898) 
have noted it and I have seen the range reduced to ‘2, }s 
and even ‘4 the normal (.Vew Orleans Med. and Surg. Jour., 
Feb., 1904, WN. Y. and Phila. Med. Jour., Feb. 27, 1904, 
and Ophthalmology, Vol. I, p. 16). By reason of this, 
should a patient with unilateral irido-cyclitis from any cause, 
or with an old foreign body in one eye, have certain symp- 
toms in the other, due to a sinus affection, the condition 
could easily be wrongly diagnosed as one of sympathetic irri- 
tation or inflammation, according to the character of the 
symptoms. Ziem (ibid., p. 857) who has studied the in- 
timate causal relation between these two conditions possibly 
more than any ophthalmologist in Germany, has reported a 
case of the first category where enucleation was performed 
‘*to save the other eye,’ and I have a case of the second 
kind to publish, where an eye, perfectly quiet according to 
the patient’s statement, was enucleated, but not before it 
was advised by five different ophthalmologists. 

(4) The symptoms of latent or closed sinusitis manifest 
themselves about the eye, hence the patient visits the oculist 
rather than the rhinologist; but if it is a patent or open em- 
pyema, with free drainage and profuse nasal discharge, there 
are usually no eye symptoms, and he consults the rhinolo- 
gist. That fact explains why the ocular symptoms are not 
prominent in the text-books on rhinology, as well as the 
common failure of the ophthalmologist to recognize this con- 
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dition; he looks to the rhinologist for the symptomatology. 

(5) The frightful trigeminal pains in Cases IV, V and 
VI, like those so often accompanying an iritis or other inter- 
nal ocular inflammation, disappeared immediately on draining 
the sinus; they were caused by the sinusitis and not by the 
ocular affection. (In Case IV, the inflammation, equally 
severe immediately after the establishment of drainage and 
subsiding several days thereafter, caused no iritic pains or 
‘‘ciliary neuralgia.’”) May we not then reasonably infer 
that these same pains, often ‘‘so out of proportion to the 
amount of inflammation present,’ as well as the ocular 
trouble itself, are often due to an unrecognized inflammation 
of one of the accessory sinuses? 

(6) As to the frequency of uveitis from accessory sinus 
disease, I will only state that the above cases were not 
selected from a vast clinical material, but represent seven out 
of eight consecutive cases of internal eye trouble in my pri- 
vate practice. 

In conclusion, I think that if we examined carefully the 
condition of the pneumatic cavities in all cases of iritis, 
eyclitis, choroiditis, ete., we would determine the aetiology 
oftener, spare our patients the excruciating, sleep-robbing 
pain and get far better results. 
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HIGH DEGREE OF HYPERMETROPIA. 
By Dr. S. C. AYRES. 


CINCINNATI, 


|* March, 1877, I examined Mrs. H., who was suffering 

from asthenopic symptoms. Up to this time she had 
never worn glasses and had had trouble in reading and sew- 
ing. There was recorded in my notes some ‘‘insufficiency of 
the interni.’’ Sight without glasses in either eye was only °/;9 
with + 13 D. V= °/s. + 13 was ordered for constant use. 
In two months she returned, as the lenses were not entirely 
comfortable, and I then found that with + 12 D. she had 
V= °/ in either eye. These were ordered for constant use. 
I did not see her again until August, 1903, twenty-six years 
after the first examination. I found her wearing for distance 
+ 18 D. and she had been wearing glasses as strong as these 
for several years. 

She had cortical cataract in the right eye far advanced, so 
that sight was reduced to counting fingers at six feet, but per- 
ception and projection were good. 

In the left eye she had incipient cortical cataract, but with 
+ 18 D. V= 

In my experience this is an exceptionally high degree of 
hypermetropia. 


AND Atias OF MepicaL By Sir 
W. R. Gowers and Marcus Gunn. 4th Edition. Phila- 
delphia, P. Blackiston’s Sons & Co. 1904. Price $4.00. 
Gower’s well known and excellent treatise on medical 

ophthalmology needs no praise. This new edition has some 
valuable additions. It seems, however, that regarding the 
histological illustrations much remains to be desired and could 
be improved upon. They do not compare with the excellent 
ophthalmoscopic pictures. 
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MEDICAL SOCIETIES. 


OPHTHALMOLOGICAL SOCIETY OF THE UNITED 
KINGDOM.* 


Joun Tweepy, F.R.C.S., President, in the Chair. 
Thursday November 10th, 1904. 
Tumor ENVELoPING THE Optic Disc. 


Mr. Simeon SNELL (Sheffield) related a case of intraocu- 
lar tumor occurring in a farmer aged 37. He was first seen 
last February, and a month previously he had discovered loss 
of sight in his right eye. He could see fingers indistinctly. 
An opaque mass covering the optic disc was discovered. 
When first seen it was more cyst-like and less solid than later 
on. The family history was good. After a few weeks the 
patient disappeared, and was not seen again till the beginning 
of August, by which time the mass had become considerably 
larger. It was large and nodular, and about 2'¢ dise dia- 
meters in size, somewhat circular in form, and completely hid 
the optic disc from view. The most prominent part could 
just be seen with + 11 D., but there was an area close to this 
which could be best seen with + 6 D. and the macular region 
with + 2D. The diagnosis made was that of a tumor grow- 
ing from the disc or in its immediate neighborood. The eye 
was enucleated at the end of August and the nerve was re- 
moved as far back as possible. Close to the outer side of the 
nerve sheath was a small black nodule the size of a pin’s head. 
Mr. Treacher Collins examined the eyeball and reported that 
at the posterior pole was a melanotic growth. Its base was 
7 mm. in length, and extended from the choroid about the 
optic dise to a point a little lower than the center of the disc. 


SARCOMATA OF THE CHOROID. 


Mr. Herpert Parsons read a paper on Anomalous Sarco- 
mata of the Choroid. Six cases were demonstrated by means 
of lantern slides. Case I was an ordinary melanotic sarcoma 
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of the choroid in the third stage, the extraocular extension 
being unpigmented. The patient died a year after removal 
of the eye, and was found to have secondary, bile-stained, 
spindle-celled sarcoma of the liver, and squamous-celled 
carcinoma of the ribs, lung, and mediastinal glands. Cases 
II and III were almost identical in appearance and general 
character. They contained very necrotic, round, angio- 
sarcoma of the choroid. There was extensive necrosis of most 
other structures of the eye. Case IV had an extraordinary 
family and personal history: The mother and younger sister 
had each had an eye removed at Moorfields for sarcoma of 
the choroid, and the patient had had her breast removed for 
atumor. There were two small melanotic sarcomata of the 
ciliary body and anterior part of the choroid, and a large, 
bilobed necrotic angio-sarcomatous mass springing from the 
choroid posteriorly. The other structures of the eye were 
necrotic and there were many haemorrhages. Cases V and 
VI were necrotic angio-sarcomata, springing from the choroid 
at the posterior pole of the eye. The other structures of the 
eye were also necrotic. The points specially insisted upon 
were as follows: The similarity of the growths microscop- 
ically to organized blood clots and their apparent origin in 
the retina—an appearance which was demonstrated to be 
erroneous; the varying occurrence of haemorrhage, the im- 
portance of not overlooking sarcoma of the choroid in cases 
of severe intraocular haemorrhage (cf. Verhoeff), and the 
relation of the haemorrhage to the necrosis, whether as cause 
or result, both probably occurring; the necrosis, its dissim- 
ilarity from the patches of necroses in ordinary sarcomata, its 
universality, not only throughout the tumors but also in 
other parts of the eye. The deductions made were that the 
necrosis was not due to a preliminary irido-cyclitis (cf. Leber 
and Krahnstéver), was not due to thrombosis and only par- 
tially to haemorrhage; it was probably due to endogenous 
microbic infection, essentially by means of toxins urfiversally 
distributed throughout the eye by the intraocular fluids. 
The theory was comparable with the most probable theory of 
sympathetic ophthalmia—namely generalized endogenous 
infection by invisible organisms (cf. Romer). It explained 


the marked inflammatory reaction, sometimes seen outside the 
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eye. The growths were probably of low malignancy, on 
account of their genesis, their necrotic condition, and the 
thrombosis of the vessels. If, therefore, they were not ex- 
cised, they would shrink and become examples of shrunken 
globes containing choroidal sarcomata> Further, they were 
un early stage of this small group, a stage which had not 
before been described. That the eyes would inevitably 
shrink was shown by the albuminous constitution of the 
intraocular fluids, which would lead’ to diminished filtration 
and stasis; moreover, the universal necrosis must lead to 
shrinkage. The growths were also identical in type with 
those previously found in shrunken globes (cf. Leber and 
Krahnstover). Such tumors probably were frequently over- 
looked, owing to their great resemblance to intraocular blood 
clots. They were of great practical importance from the 
point of view of prognosis, and especially in point of theory, 
since they marked a stage which had previously escaped ob- 
servation in the life-history of a group of sarcomata. 


PAMPHLETS RECEIVED. 


‘‘On the Horopter,’’ by Geo. T. Stevens, M.D. 


‘‘Annual Report of the Surgeon-General for the Year 
1904.”’ 


‘*Eye Strain and Its Consequences,’’ by A. Maitland Ram- 
say, M.D. 


‘*Poisoning by Wood Alkohol. Cases of Death and Blind- 
ness from Columbian Spirits and other Methylated Prepara- 


tions,”’ by F. Buller, M.D., and Casey A. Wood, M.D. 
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FRANCAISE D’OpHTALMOLOGE. Edited by 
Pror. F. LAGRANGE and D. E. Vatupe. Vols. I, Il and 
Ill. Paris, Octave Doin, 1904. 


A magnificent encyclopedia of ophthalmology, arranged 
somewhat like the German encyclopaedia of Graefe-Saemisch. 
The exhaustive character of the treatment of the several 
subjects by authors most fit to do justice to their special 
branch, the thoroughness and the multitude of excellent 
illustrations, make this encyclopaedia a most excellent addition 
to the oculist’s library. 4 

The three volumes received contain articles on the history 
| of ophthalmology, anatomy and physiology of the eye and 
| its adnexes, embryology, teratology, comparative anatomy 
and physiology, optics and refraction. 


Tue PatnoLocy or THE Eye. By J. Herpert Parsons. 
Vol. I, Histology. Part I. New York, G. P. Putnam’s 
Sons. 1904. [London, Hodder & Staughton. ] 

This is the first of four volumes in which Dr. Parsons, 

well known as curator at Moorfield, with its immense mate- 

rial proposes to treat on the whole subject of pathology of 

a the eye. If the following volumes will be of the same excel- 

e lence as this first one, and there is no reason to doubt it, the 

eee work will be one of great merit and should be widely studied. 

- The 267 illustrations are mostly from the author’s photo- 

- graphs, and while not always clear enough for the uninitiated, 

any one with some familiarity with the microscopical appear- 

“a ances of the tissues of the eye, will readily understand them. 
q The lack of completeness of the literature the book shares 

with most modern ones. This is the more pardonable, as the 

papers grow daily more numerous and are published in 


innumerable journals. Pas 
3 We await with great interest the further volumes of this 

s excellent work, which every ophthalmologist should have in 

a his library. 
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Rerraction AND How To Rerract. By James THoRINGTON, 
A.M., M.D.. 3rd Edition. 250 illustrations. Philadel- 
phia, P. Blackiston’s Sons & Co. 1904. Price $1.50. 
This thoroughly useful book is somewhat enlarged in this, 

its third edition, and recommends itself to the student with- 

out further praise. 


SureicaAL ANATOMY OF THE Heap Neck. By Joun B. 
Deaver, M.D., Philadelphia, P. Blackiston’s Sons & Co. 
1904. 

This beautiful treatise contains two chapters of great and 
special interest to the ophthalmologist, one on the orbit and 
one on the eye, besides much that will be of value to him 
in the other chapters. The illustrations are very fine and in 
some ways original. The descriptions are clear and to the 
point. 


PRECIS DE THEREPEUTIQUE OCULAIRE (ocular therapeutics). 
By Dr. Scrini, with a preface by Prof. de Lapersonne. 
Paris, G. Steinheil. 1904. 

This book, dedicated to the memory of Prof. Ph. Panas, 
reflects this master’s views on ocular therapeutics as inter- 
preted by Scrini, his pupil. It is undoubtedly of great use- 
fulness to students. 


SYPHILIS DE L’OEIL’ ET DE SES ANNEXEN (Syphilis of the eye 
and its adnexes). By Dr. F. Terrien. Paris, G. Stein- 
heil. 1904. 

A very complete treatise on syphilis as it may affect the 
tissues of the eye, its nerves and motor apparatus, with some 
good ophthalmoscopic plates in black and white. The chaper 
on treatment seems to be of especial value with its detailed 
description of subcutaneous, intramuscular, and intravenous 
injections of mercury, etc. 


Eye-Strrarn As A CausE OF HEADACHE AND OTHER NEUROSES. 
By Srveon SNELL. London, John Bale, Sons & Daniels- 
son. 1904. Price 2, 6 shilling. 
A reprint of a somewhat revised article on this interest- 
ing subject, formerly published in The Lancet. It is full of 
practical hints. 
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SureicaL Treatment or Brient’s Disease. By G. M. 
Epresouts. New. York, F. F. Lisiecki. 1904. Price $2.00. 


The author, who has introduced the operation of decap- 
sulation of the kidney as a treatment of Bright’s disease, 
gives here an objective review of his cases and agrees that 
the operation, while undoubtedly promising, is still on trial. 
Bright’s disease being so often the cause of severe eye affec- 
tions, this book should prove very interesting reading to 
ophthalmologists. 


Die AUGENAERZTLICHEN OPERATIONEN (Operations on the 
Eye). By D.W.Czermak. Parts XVI and XVII. Wien, 
K. Gerolds Sohn. 1904. 
These parts contain further details concerning cataract 
operations, given in the same excellent manner as we have 
noted about the preceding parts of this monumental work. 


Tue Principces OF REFRACTION IN THE HuMAN Eye, BAsep 
ON THE Laws or THE ConsuGATE Foci. By Swan M. 
Burnett. The Keystone, Philadelphia. 1904. Price $1.00. 
Our readers are acquainted with this practical and clear 

exposé, so beautifully illustrated with original drawings by 

Ch. F. Prentice. As a text-book for students it is advisable 

and will undoubtedly be welcomed in such a more lasting 

form. 


Tue Dictionary. By Cu. Hyarr-Wootrr. Phila- 

delphia, P. Blackiston’s Sons & Co. 1904, 

A handy little dictionary for the student, which would be 
more valuable if it was not for a great many mistakes in 
spelling and wrong definitions, as for instance: ‘*Dacryo- 
cystoblennorrhea. Flow of tears from the lachrymal sac. 
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